WIC POLICY MANUAL FFY-2007
Complaint Form
WIC Nutrition Program/CSFP

PERSON_ FILING COMPLAINT Or.ig'inating FOR OFFICE USE ONLY
(Please Print) Clinic Name
Name Civil Rights L]~ Other []
Address _ .
City, State & Zip Date Form Filled Out Date Received at State Office
Telephone Number Time Spent: Hr.___ Min.
PERSON MAKING COMPLAINT ISA: WHO ISTHE COMPLAINT CONCERNING?:
Participant Name: Participant Name:
Vendor and #: Vendor and #:
WIC Staff Name: WIC Staff Name:
CSFP Staff Name: CSFP Staff Name:
Other (specify): Other (specify):
DETAILSOF THE COMPLAINT:
Date of Incident: Time:
Location of Incident:
Complete Address:

Name and/or description of individualsinvolved (if available):
Please describe in your own wordswhat happened to cause the complaint. Be as specific as possible. Please indicate

as many detailsasyou can recall. If thisisregarding a Vendor issue, please attach a copy of your grocer receipt. (Add
additional pagesor continue on the back of thisform.)

SEND COMPLETED FORM TO:

Signature of Person Filing Complaint
WIC Nuitrition Program

Signature of Person Filling Out the Form Public Health Division

New Mexico Department of Health
Date 2040 South Pacheco Street

Santa Fe, New Mexico 87505
Telephone Number FAX Number: (505) 476-8900

In accordance with Federal law and U.S. Department of Agriculture policy, thisinstitution is prohibited from discriminating
on the basis of race, color, national origin, sex, age or disability.

To fileacomplaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW.,
Washington, D.C. 20250-9410 or call (800) 795-3272 (voice) or (202) 720-6382 (TTY).

USDA isan equal opportunity provider and employer.
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